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Editorial Comment
Early Surgery for Native Left-
Sided Endocarditis*
THOMAS X . AUFIERO . MD,
JOHN A. WALDHAUSEN, MD, FACC
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The surgical treatment of infective endocarditis was intro-
duced 30 years ago when Kay et al . (I ) debrided the tricuspid
valve and closed a ventricular septal defect in a patient with
active endocarditis . With the advent of modern antibiotic
therapy, patients no longer succumbed to overwhelming
infection but rather to congestive heart failure, and systemic
embolism became the most life-threatening complication for
the patient with endocarditis . In 1972, Manhas et al . (2)
reviewed early experiences with the surgical management of
patients with infective endocarditis . Though it seems in
violation of basic surgical principles . the replacement of an
infected heart valve has remained the treatment of choice for
patients with complicated endocarditis.
The present study. In this issue of the Journal, Middle-
most et al . (3) report their experience with 203 patients with
endocarditis complicated by congestive heart failure during a
7-year period . They emphasize the need for early aggressive
surgical management in patients whose condition is compro-
mised by congestive heart failure . Between January 1982 and
December 1988 the authors referred for surgery all patients
with congestive heart failure secondary to valve dysfunction
with vegetations . Their purpose was to examine the results
of this management and to determine whether excessive
infection adversely affected outcome and whether aortic,
mitral or double-valve disease was associated with different
findings at operation or with different outcomes . The expe-
rience is a large one and may not be readily repeatable in the
United States. The very low in-hospital mortality rate of 4%
is exceptional in this group of critically ill patients . Similarly,
the long-term follow-up and low incidence of infectious
complications should alleviate fears about valve replacement
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in the setting of ongoing infection . However, the lack of
microbiologic data in the article makes these conclusions
less strong.
Blood cultures were obtained in only 83 of 203 patients .
Among these . results of only 50% were positive ; Strepmrnr-
rus viridans and Staphvloroc'rus epiderrnidis were the two
most commonly isolated organisms. This finding is in con-
trast to other recent series (4) in which Srapltylocor(ns
aureus
emerged as the most common etiologic agent in
bacterial endocarditis. Valve histologic studies were avail-
able and examined in 67 patients ; either blood cultures or
histologic studies. or both, were available in 109 . In this
group, 91% of patients had positive evidence for infective
endocarditis . Concern for the placement of a prosthetic
valve in an infected field has led to continued reluctance by
some surgeons to proceed with early valve replacement . The
low incidence
of periprosthetic leaks (3%) and prosthetic
endocarditis (3%) reported in this series suggests that this
concern is not necessary if radical debridement is per-
formed .
Unfortunately. no information is given regarding the
severity of preoperative congestive heart failure . Similarly,
although two patients died of pump failure and two of
multisystem organ failure, the need for postoperative inotrop-
ic support is not well documented . This lack of documenta-
tion is in contrast to the detailed reporting of the aortic
cross-clamp times for operation . Furthermore, the authors
are concerned that delay of operation in the setting of
congestive heart failure results in irreversible myocardial
damage, but they give no indication of the functional classi-
fications of their patients postoperatively or of the improve-
ment seen with early operation .
Nevertheless, the authors are to be commended for
reporting on an extremely important group of patients . Their
work clearly suggests that early aggressive surgical treat-
ment for endocarditis complicated by congestive heart fail-
ure not only is indicated, but leads to a marked reduction in
mortality for this group r, ; very ill patients.
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